In this Note we describe a patient with an actinomycotic chest wall mass from which large numbers of Wolinella recta and Actinomyces viscosus organisms were isolated. This is the first reported association of W. recta with extraoral infection and the tenth report of lung infection by A. viscosus. The bacterial flora of the oral cavity provides a large and varied reservoir for infection in humans, including lung infections after aspiration of oral contents. The supragingival flora is composed primarily of gram-positive facultative cocci and rods, e.g., Streptococcus spp. and Actinomyces spp., respectively. The subgingival flora associated with periodontitis is predominantly gram negative and anaerobic. Wolinella recta is a recently described member of this flora (11). In this Note we describe a patient with an actinomycotic chest wall mass from which large numbers of W. recta and Actinomyces viscosus organisms were isolated.
The bacterial flora of the oral cavity provides a large and varied reservoir for infection in humans, including lung infections after aspiration of oral contents. The supragingival flora is composed primarily of gram-positive facultative cocci and rods, e.g., Streptococcus spp. and Actinomyces spp., respectively. The subgingival flora associated with periodontitis is predominantly gram negative and anaerobic. Wolinella recta is a recently described member of this flora (11) . In this Note we describe a patient with an actinomycotic chest wall mass from which large numbers of W. recta and Actinomyces viscosus organisms were isolated.
The patient was a 62-year-old male who was in good health until 4 months before hospitalization. He was admitted to the Wood Veterans' Administration Medical Center because he had developed a cough that produced nonpurulent sputum and usually occurred upon rising in the morning. Two months before admission, the patient noted the onset of pain in the left shoulder and left back. He also noticed increasing occurrences of orthopnea which awakened him at night, but he denied experiencing any dyspnea after exertion. Although he had been eating well and experienced no nausea or vomiting, he had lost 20 to 30 lb (ca. 9 to 14 kg) in the past 2 to 3 months. He was a retired farmer who did not smoke. His past medical history was unremarkable, except for his consuming six to nine cans of beer daily and briefly losing consciousness 1 month before hospitalization. At the time of admission, his temperature was 98.6°F (37°C), his pulse rate was 80/min, his blood pressure was 120/80 mm Hg, and his respiratory rate was 20/min. His oral hygiene was poor; he had caries in 20 of his 21 remaining teeth, severe periodontitis, and periapical pathology. There were decreased breath sounds over the left upper lung field, and a large mass could be palpated on the left posterior chest wall. The remainder of the examination was unremarkable. On admission he had a leukocyte count of 8,900/mm3 with a normal differential and a hemoglobin level of 11.8 g/100 ml. X-rays and computed tomography, bone, and gallium scans were obtained, and these tests identified a large soft tissue mass involving the left posterior thoracic wall, with both pleural and extrapleural components and rib destruction.
An incisional biopsy of the left posterior chest mass revealed "sulfur granules" with marked acute and chronic inflammation. The patient was treated with intravenous penicillin therapy (3 MU every 6 h) for 38 days. therapy, the patient's appetite returned, and he gained weight. Because his remaining teeth were in such poor condition, they were extracted. He was discharged from the hospital 38 days after admission. He was to take penicillin orally for 6 months for osteomyelitis.
The patient was seen monthly in the Infectious Disease Outpatient Clinic. Three months after being discharged, he was asymptomatic, and the chest wall mass had become smaller.
All cultures were collected before penicillin therapy was started. Three blood cultures collected over a 2-day period were sterile, and one sputum culture grew normal flora. Cultures of tissue from the chest wall mass were negative for mycobacteria, fungi, and aerobic bacteria. Two anaerobic organisms were recovered in large numbers. They were identified by the methods described in the Anaerobe Laboratory Manual of the Virginia Polytechnic Institute (4). Prereduced anaerobically sterilized media were obtained from Scott Laboratories, Fiskeville, R.I. MICs were determined anaerobically by microtiter dilution in WilkinsChalgren broth (Difco Laboratories, Detroit, Mich.) supplemented with 1.8 mg of formate per ml and 1.8 mg of fumarate per ml. Each well was inoculated with ca. 105 CFU and then read after incubation for 48 h at 35°C. The plates were incubated in 80% nitrogen-10% hydrogen-10% carbon dioxide in an anaerobic chamber (Coy Laboratory Products, Ann Arbor, Mich.).
One of the organisms isolated was a diphtheroidal grampositive rod that reduced nitrate, produced catalase, and produced acid from fructose, glucose, lactose, ribose, starch, and sucrose; it did not produce acid from esculin, mannitol, or raffinose, nor did it hydrolyze esculin or starch or produce indole. Acetate (>1 meq/100 ml), lactate (<1 meq/100 ml), and succinate (>1 meq/100 ml) were produced in a glucosecontaining medium. These characteristics were consistent with those of A. viscosus (4) .
The second anaerobic isolate was a gram-negative rod that grew on brucella blood agar but not in unsupplemented peptone-yeast extract-glucose broth or thioglycolate broth. Because of its poor growth, this second isolate was referred to our Microbiology Research Laboratory. The isolate grew in peptone-yeast extract broth supplemented with formate and fumarate but not with 2% rabbit serum. Additional characteristics of this strain, designated CAS695-1, and other asaccharolytic organisms that are stimulated by formate and fumarate are given in Tables 1 and 2 . The characteristics of this isolate were consistent with those of W. recta. The isolate was sensitive to penicillin. J. CLIN. MICROBIOL. bConcentrations are in micrograms per milliliter except for penicillin G, which is in units per milliliter.
Actionomycetes are most often associated with cervicofacial lesions. However, aspiration of oral contents, a common occurrence after loss of consciousness, can lead to actinomycotic lung and chest wall infections (10) . Although many different microorganisms are present, only a few of them cause actinomycotic lesions, e.g., A. israelii, A. viscosus, A. naeslundii, A. meyeri, Arachnia propionica, and Actinobacillus actinomycetemcomitans (5, 9) . Isolation of A. viscosus from such lesions has previously been reported for nine patients with actinomycotic lung infections (1, 3, (6) (7) (8) 14) .
In 1981, Tanner et 
